Operation
The anus, anal canal, sphincter and perineum are incised and opened in the mid-line anteriorly, to create a deliberate 'third degree tear'. The anus and canal are reduced to normal size (or rather less) by excision of tissue and repair by suturing, and the sphincter is repaired and tightened by overlapping to the requisite size. The perineum is reconstituted in the traditional manner, the repair being identical with that of a complete perineal rupture.
This operation is best combined with an extensive posterior colporrhaphy, with intent to fix the unsupported rectum. Resection of redundant bowel can be performed through the posterior vaginal wall prior to repair, a procedure preferable to Gabriel's rectosigmoidectomy through the anus.
Pre-operatively, the patient is prepared by bowel washouts. Post-operatively, a low residue diet and deliberate avoidance of bowel action for 6 days are advised. Thereafter a little olive oil is run into the rectum through a rubber catheter and evacuation encouraged. Antibiotics are best given parenterally in order to avoid too much disturbance of the intestinal flora.
To date this operation has been performed 8 times. The anus and perineum have healed by first intention on each occasion. Mr Recently, saturation analysis techniques have been applied to the measurement of plasma cestradiol. Although the affinity of aestriol for the soluble macromolecule found in uterine tissues is less than that ofseveral other cestrogens it behaves in a similar manner and can be assayed by the use of the rabbit uterine cytosol. When a simple acid hydrolysis of plasma followed by ether extraction is done the aestriol can be separated from the other cestrogens by benzene: petroleum ether/water partition and assayed by competitive protein binding (see Corker & Exley 1970) . The method requires only 40 pg or more for the assay and can be performed on small volumes of sample (0-2 ml of plasma or less). The entire extraction and assay is completed in three hours 
and allows running determinations of cstriol in repeated or serial samples as they are collected. Because of the sensitivity of the method, studies are not limited by the length of pregnancy.
Results thus far agree with plasma cestriol concentrations throughout pregnancy as estimated by a fluorimetric technique (Fig 1) . Further studies on plasma, urinary and amniotic fluid concentrations in normal and abnormal pregnancy will be reported at a later date.
Mr B V Lewis (Nuffield Department ofObstetrics and
Gynwcology, Radcliffe Infirmary, Oxford)
A Method of Tubal Splinting
In the classic technique of Green-Armytage for repairing isthmic or cornual occlusion, the occluded portion is reamed out and the tubes implanted over polythene rods brought out through the cervix. Green-Armytage (1952) introduced the use of the polythene rod rather than a catheter with a patent lumen on the basis that capillary attraction allowed infected material A method of cornual reimplantation which minimizes the risk of infection involves fixation of the polythene splint in the uterine cavity by means of a malleable metal ring that can easily be removed through the cervix with a hook and yet which is large enough to maintain its position without spontaneous expulsion (Fig 1) . Shirodkar (1960) has achieved the same end by looping the polythene inside the uterine cavity.
At laparotomy through a low transverse incision the presence of isthmic or cornual occlusion is confirmed by retrograde or antegrade injection of methylene blue. The uterus is split by a coronal incision following the technique of Berkeley & Bonney (1947) . A polythene splint is looped around a Grafenberg ring of malleable silver wire and threaded through the lumen of each tube. The implanted ends are fixed in the uterine cavity and the uterine incision is closed in two layers.
The patient returns two months later and under light general aneesthesia the ring can easily be located with a small hook and removed together with the splint. Bacteriological examination of the ring has always been sterile.
True cornual or isthmic occlusion as opposed to physiological occlusion due to tubal spasm is a rare disease in the Oxford region and only 17 cases have been treated over a ten-year period. Five of these are known to have patent tubes as shown by post-operative salpingograms.
Mr B V Lewis
(Nuffield Department ofObstetrics and Gynwcology, Radcliffe Infirmary, Oxford)
A Method of Trachelorrhaphy Using Non-absorbable Sutures
The operation of trachelorrhaphy is one of the oldest in gyntecology. Blair-Bell in 1919 wrote that 'the treatment of cervical lacerations with eversion of the cervix and chronic cervicitis is operative repair'. Yet in recent years the operation is rarely performed because of the efficiency of cauterization, often performed on an out-patient basis. Deep radial cauterization or diathermy excision of infected tissue is required for extensive chronic cervicitis but does not restore the normal anatomy if this is associated with old cervical lacerations. By contrast surgical excision allows healing by first intention with restoration of anatomy. The main danger of trachelorrhaphy using catgut sutures is secondary h&morrhage due in part to the acute inflammatory reaction induced by catgut.
For several years in Oxford plastic repair of the cervix has been performed using unabsorbable interrupted sutures of Mersilk on a trocarpointed needle.
The area of cervix to be removed is demarcated by vulsellum forceps and will vary according to the extent of the disease and whether the laceration is unilateral or bilateral. Infected tissue is excised with a knife and the repair completed with 2 or 3 figure-of-eight sutures with the ends left long to facilitate easy removal. The sutures are removed in the clinic six weeks later leaving a cervix which looks nulliparous.
